So, what did happen in 1948? General practice was indeed in a very sorry state, and the important thing about it was that nobody had stuffed their mouths with gold, contrary to some of the views which are currently being expressed. The late Dr John Fry, a respected general practitioner and also an honorary fellow of the RSM, said there were no celebrations, no bands or public processions on 5 July 1948. Nothing much had changed. It was still a cottage industry, but the important thing was, he no longer had to worry about the one in five bills that went unpaid. The workload did not really change very much. The same patients were being treated except of course now they could come more often. And amazingly, the new NHS coped with these demands reasonably well, because of the tolerance and good will of public and professional alike. GPs One of the problems now is that the NHS is not as comprehensive as was originally intended: prescription charges were brought in, dental services became largely paid for by the patient and the optical services became almost completely privatized. With community care initiatives 10 years ago, the NHS has basically withdrawn from long-term care. This is one of the best-kept secrets in this country which you only discover when faced with the consequences of having to put an elderly person into care and having to find the payments for it. So, general practice got off to a poor start and went downhill for quite some time. In fact, in the late 1 950s and early 1 960s, people even left the NHS to join the armed forces which was an index of an appalling state of affairs.
As a student, I remember that most doctors who qualified with me wanted to be a consultant. A few of them, wanted to go into general practice, but it was really an act of faith in the mid-i 960s. The odd one wanted to be a psychiatrist. There was a great debate in general practice about the primary care team and the value of health visitors and ensuring that the message to the patient was consistent. I have spent most of my time in academic medicine. I worked with Richard Scott, the first Professor of General Practice in the world and with John Henderson, both of whom were members of the RCGP Foundation Council. As a member of staff in academic practice, I was concerned by the type of people who entered medicine, and the current debate about the roundedness of medical students is interesting. I would like to get my hands round the neck of that careers master quoted in The Times, who said to young students 'you're bright enough to be a doctor', because doctoring is not just about being bright, it is also about being caring.
So, the GP contract was revised with the 1966 Charter and, as a result of that, the capitation scheme was continued. However, to that was added the reimbursement of staff, premises, and item of service payments. All of a sudden, things started to improve and teams were built, medical centres opened and the whole thing started to move forward. There is a pendulum effect in medical education. If general practice is more attractive, then more young doctors will move in that direction. If it is less attractive, more will stay in the hospitals. And this is a phenomenon that we have seen over the years. But in the 1970s general practice really started motoring forward and documents such as General Practice a Great Success, were published. But at the end of the day, where is quality?
I got drawn into the RCGP centrally as a result of the following statement:
The majority of candidates who fail the MRCGP examination give the impression that reading is so far down their list of priorities as to be virtually out of sight. It is not so much a question of lack of relevant or appropriate reading, or inability to critically evaluate appropriate articles, but rather total absence of any reading whatsoever.
This was said by Andrew Belton, a charismatic chief examiner of the RCGP who was widely known for his views on critical reading.
I was put into the very hot seat of being his successor as chairman of the Examination Board at the RCGP, and I had a fairly rough ride. I was responsible for introducing the critical reading paper into the MRCGP examinations. We were also thinking about a Green Paper which was the forerunner of the 1990 contract. We worked very hardwe gave a lot of thought to the matter, we So what was the purpose of the 1990 contract? Well, I think it did help to level up practice, and poor practices were helped to improve. However, I think there was also some levelling down, because the workload certainly did increase and innovative practices became too busy to be innovative: that was the down-side. The other thing that I found desperately frustrating was that our attempts to improve the Green Paper had been overlooked. I was at the dinner when Ken Clarke made the famous statement that 'every time I talk to GPs about money, they nervously feel for their wallets'.
So the agenda was changed, new words came into our language purchasers and providers, and money following the patients, and GPs were made to work more. They got more of everyting. I think that this was one of the things that caused a certain amount of stress within general practice and also a loss of morale. Despite that, the workload continues to go up. GPs do more work. It was a clever trick in 1990, because the way in which they are employed means that you can, in fact, get them to do more work for very little more money. And that, of course, works throughout the system. There was more work in hospitals and the waiting lists in the short-term have gone up though in the longer term they have gone down.
Where do we go from here? Well, it is not just the size that is important to patients. Part of the waiting list, of course, is an index of activity and we have already seen that there is more activity both in general practice and in hospitals. But at the end of the day, it is how long patients have to wait. Hopefully, things will improve before long. General practice is the gatekeeper to the hospital and there was a very splendid and amusing article which I can commend to you, published in the BMJ on this subject, entitled 'The Wizard and the Gatekeeper: of Castles and of Contracts'l. These patients go round and round, as you know in your outpatient clinic.
How do we make sure that we are doing the right things. Do we actually monitor what we are doing. The word audit has been around for a long time. The commonest form of audit is, of course, peer review which is an activity in which we should all be involved. But one of the problems about audit is that it makes you look backyou look back over what you have been doing and it is important to try and find ways of being more pro-active, especially as costs continue to rise. We do no need to try and get better value for the money we have.
And that really takes me forward into the concept of evidence-based medicine. An article published in The Lancet-'Lies, damned lies and evidence-based medicine'2 takes a look at this concept. I think the important thing to recognize is that we have got to try and find ways of improving our present system. We all know that prevention is better than cure, and that as you get older you are more likely to suffer from morbidity and mortality, but the Green Paper does nothing to address these issues. We must develop equity and equality of care. The Black Report highlighted the inequalities of care, and Tudor Hart described the inverse care law 25 years ago. These problems continue to this day.
Medicine is a wonderful irrational playground for prescribing, investigation and referral and, clearly, this cannot go on. The Chief Medical Officer has recently indicated that rationing of healthcare is inevitable. I have had a long-term interest in prescribing, long before I joined the Prescription Pricing Authority. Prescribing is a fundamental part of general practice and the majority of consultations end with a prescription. We ought to be aware of the fact that year on year, the number of prescriptions rises by 4% and the costs by 10% per annum and we must try and get good value from this expenditure. One of the stamps in the NHS 50th year series, the 26p stamp relates to the number of prescriptions dispensed (Figure 1 General practice needs more stability. There have been too many changes. The pace of change continues more White Papers in the pipeline and the problem is that all these things take up doctors' time. We have to try and find more time for the patients. There was a suggestion that there would be a primary care led NHS, and perhaps primary care groups and health action zones will move us in that direction. But where do resources come from for these initiatives? Is it coming from the hospital sector? If so, I think we are going to have a rough ride.
Electronic data interchange must be the way forward for the future. We await the NHS Information Strategy document with interest. Most GP computer systems are now about 10 years old and you know how quickly things move in the computer area. If we are going to have a meaningful computer system in general practice, which will be interactive and able to communicate and be able to collect the data which we need from the point of view of our day-to-day development of protocols of care and outcome measures, we have got to start investing in our future now.
